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Background: Studies have demonstrated a positive correlation between fluid overload (FO) and adverse outcomes
in critically ill patients. The present study aims at defining the impact of hyperhydration on the Intensive Care Unit
(ICU) mortality risk, comparing Bioelectrical Impedance Vector Analysis (BIVA) assessment with cumulative fluid
balance (CFB) recording.
Methods: We performed a prospective, dual-centre, clinician-blinded, observational study of consecutive patients
admitted to ICU with an expected length of ICU stay of at least 72 hours. During observational period (72–120
hours), CFB was recorded and cumulative FO was calculated. At the admission and daily during the observational
period, BIVA was performed. We considered FO between 5 % and 9.99 % as moderate and a FO ≥10 % as severe.
According to BIVA hydration scale of lean body mass, patients were classified as normohydrated (>72.7 %–74.3 %),
mild (>71 %–72.7 %), moderate (>69 %–71 %) and severe (≤69 %) dehydrated and mild (>74.3 %–81 %), moderate
(>81 %–87 %) and severe (>87 %) hyperhydrated. Two multivariate logistic regression models were performed: the
ICU mortality was the response variable, while the predictor variables were hyperhydration, measured by BIVA (BIVA
model), and FO (FO model). A p-value <0.05 was considered to indicate statistical significance.
Results: One hundred and twenty-five patients were enrolled (mean age 64.8 ± 16.0 years, 65.6 % male). Five
hundred and fifteen BIVA measurements were performed. The mean CFB recorded at the end of the observational
period was 2.7 ± 4.1 L, while the maximum hydration of lean body mass estimated by BIVA was 83.67 ± 6.39 %.
Severe hyperhydration measured by BIVA was the only variable found to be significantly associated with ICU
mortality (OR 22.91; 95 % CI 2.38–220.07; p < 0.01).
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Conclusions: The hydration status measured by BIVA seems to predict mortality risk in ICU patients better than the
conventional method of fluid balance recording. Moreover, it appears to be safe, easy to use and adequate for
bedside evaluation. Randomized clinical trials with an adequate sample size are needed to validate the diagnostic
properties of BIVA in the goal-directed fluid management of critically ill patients in ICU.
Keywords: Bioelectrical impedance vector analysis, Cumulative fluid balance, Fluid overload, Hyperhydration,
Intensive care unit, MortalityBackground
Accurate fluid management in patients admitted to an
intensive care unit (ICU) is one of the most challenging
and important tasks for both intensivists and nephrolo-
gists. Despite progress in the standard intensive care, the
assessment of hydration status and consequent treatment
are still complex and require an in-depth knowledge of
body fluid homeostasis. Several studies have demonstrated
a positive correlation between fluid overload (FO) and
adverse outcomes in critically ill patients [1–12]. In par-
ticular, FO increases the length of mechanical ventilation
[1], ICU stay [1] and incidence of acute kidney injury
(AKI) [2] in patients with acute lung injury; it increases in-
cidence of AKI [3] and need of renal replacement therapy
(RRT) [3] in septic patients; it worsens recovery of renal
function [4, 5] in patients with AKI; it decreases RRT-free
days [6] in continuous RRT (CRRT) patients; and it
increases the incidence of infectious complications in
surgical patients [7] and of intra-abdominal hypertension
in patients admitted to ICU for all causes [8]. In addition,
FO is associated with an increase in mortality in all the
above-mentioned patient categories [3, 4, 6–12].
Current studies define patients’ hydration status on
the basis of body weight variations during ICU stay,
registered fluid balance or both. It is noteworthy that
precise body weight may be difficult to measure in ICU
patients and its value may be affected by body compos-
ition changes due to other reasons than fluid administra-
tion [13]. On the other hand, the registration of fluid
balance by the difference of inputs and outputs of fluids
does not usually consider insensible losses and has shown
low accuracy [14, 15], suggesting the need of more accur-
ate tools.
Bioelectrical impedance vector analysis (BIVA) measures
total body impedance which derives from resistance (R)
and reactance (Xc). R and Xc represent the opposition to
an alternating electric flow exerted, respectively, by the
intra- and extra-cellular electrolyte solutions and by the
interfaces of cell membranes and tissues. The two mea-
surements, standardized for height, identify the status of
hydration and soft tissue mass. This technique has been
validated in healthy individuals [16, 17] as well as in main-
tenance haemodialysis and peritoneal dialysis patients
[18–21]. In spite of previous studies reporting unclear andcontroversial evidence about the effectiveness of bioimpe-
dance in critically ill patients [22–24], the modern BIVA
technique seems to be reliable, especially to detect hydra-
tion changes in repeated measurements.
The aim of the present study is to assess the impact of
hyperhydration on ICU mortality in critically ill patients,
comparing its measurement by BIVA and by cumulative
fluid balance (CFB) recording.
Methods
Design, setting and patients
We performed a prospective dual-centre, clinician-
blinded, observational study with the approval of the
Institutional Review Boards of San Bortolo Hospital
in Vicenza and of the University Hospital in Pisa,
Italy. The requirement to obtain informed consent
was waived because bioimpedance was performed in
both ICUs participating in the study, as routine evaluation
of critically ill patients. This study was performed accord-
ing to the ethical principles of the Declaration of Helsinki.
Inclusion criteria were adult patients newly admitted to
the ICU of participating centres older than 18 years and
with an expected length of stay in ICU of 72 hours or
more, as judged by clinicians. Exclusion criteria were: (1)
pregnancy, (2) limb amputations, (3) multi-drug resistance
infection and (4) therapy with an extra-corporeal mem-
brane oxygenator. The observational period started within
24 hours from admission to ICU and continued for at
least 72 hours to a maximum of 120 hours.
Data collection and management
Demographics, anthropometrics, comorbidities informa-
tion and causes of hospitalization were recorded for each
patient into study-specific case report forms and a data-
base. Acute physiology and chronic health evaluation
(APACHE) II and simplified acute physiology score
(SAPS) II were determined during the first 24 hours
after ICU admission; sequential organ failure assessment
(SOFA) was calculated daily. Additional variables includ-
ing clinical data (e.g. arterial blood pressure, heart and
respiratory rate and body temperature), laboratory data
and details of hospital course (e.g. use and dosage of
vasopressor agents, need for mechanical ventilation and
for CRRT) were recorded at admission and every day
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and septic shock were diagnosed on the basis of Kidney
Disease: Improving Global Outcomes (KDIGO) criteria
[25] and surviving sepsis campaign (SSC) criteria [26],
respectively.
Daily fluid balance was recorded as the algebraic sum of
fluid intake and output per day, not including insensible
losses, while CFB was calculated as the algebraic sum of
daily fluid balance during the observational period. Cumu-
lative fluid overload was calculated by dividing the CFB by
the admission weight of each patient; the result was
expressed as a percentage. We considered a FO between
5 % and 9.99 % as moderate and a FO ≥10 % as severe.
While the definition of FO as a percentage of fluid
accumulation ≥10 % over baseline body weight at hospital
admission is based upon published literature [4], we arbi-
trarily proposed a further classification into moderate and
severe FO, as described above.
The assessments of hydration status were performed
using a single frequency electrical impedance analyser
(RenalEFG, Akern, Firenze, Italy) during the first
24 hours after ICU admission and daily for a period of
72–120 hours. BIVA parameters collected were: (1) R,
(2) Xc, (3) phase angle and (4) hydration percentage of
lean body mass. They were measured by an alternating
electric flow of 300 microA and an operating frequency
of 50 kHz. BIVA analyses were performed by three
different trained operators, with the patient in the supine
position on the hospital bed without touching metal
objects. The angles between upper limbs and trunk and
between the legs were 30 and 45°, respectively, according
to the manufacturer’s indications. The skin was cleaned
with alcohol or saline before the application of elec-
trodes on the right hand and foot. Patients’ hydration
status was classified into three main categories: normo-
hydrated, dehydrated and hyperhydrated. According to
the numerical scale for BIVA, the normal level of hydra-
tion was set between >72.7 % and 74.3 % of lean body
mass (class 0). Higher and lower values represented
states of hyperhydration and dehydration, respectively.
Dehydration was classified into mild (class -1: >71 %–
72.7 %), moderate (class -2: >69 %–71 %) and severe
(class -3: ≤69 %). Similarly, hyperhydration was classi-
fied into mild (class +1: >74.3 %–81 %), moderate
(class +2: >81 %–87 %) and severe (class +3: >87 %)
[27]. BIVA results were not made available to treating
clinicians at any time during the study.
Statistical analysis
Data are expressed as means ± standard deviations, me-
dians and interquartile ranges or frequency distributions,
as appropriate. The trend of hydration status during the
observational period was described through box-plots.
The relationship between FO and the different classes ofhydration, obtained using BIVA, was described through
a box-plot. The impact of hyperhydration estimated by
BIVA on the overall survival, defined as number of days
of life from the date of ICU admission until death or the
end of the study, was described by a Kaplan-Meier
survival curve. At the end of the study, all patients were
discharged from ICU.
The relationship between ICU mortality and classes of
hydration was analysed through a multivariate logistic
regression model where the response variable was ICU
mortality and the predictor variables were the presence
of moderate and severe hyperhydration and all other
available variables (BIVA model). The BIVA measure-
ments were aggregated by taking the maximum value
observed for each patient. The relationship between ICU
mortality and moderate and severe FO calculated on the
basis of CFB was analysed through a multivariate logistic
regression model where the response variable was ICU
mortality and the predictor variables were FO between
5 % and 9.99 % and FO equal to or greater than 10 %
and all other available variables (FO models). Since we
found that mild hyperhydration was not correlated with
a higher mortality risk, the initial BIVA model was per-
formed with ICU mortality as the response variable and
the presence of moderate and severe hyperhydration
measured by BIVA and all other characteristics available
as predictor variables. Then, the initial model was modi-
fied according to a step-wise analysis that progressively
deleted non-significant variables (p value >0.1). The
same predictor variables were used to perform the FO
model with FO between 5 % and 9.99 % and FO
equal to or greater than 10 % instead of classes of
hyperhydration. A p-value <0.05 was considered to in-
dicate statistical significance.
Statistical analysis was performed using “R” software (R
Core Team (2015). R: a language and environment for
statistical computing. Foundation for Statistical Comput-
ing, Vienna, Austria. URL https://www.r-project.org/).
Results
Description of study population
A total of 125 patients were enrolled in the study from
25 May 2012 to 15 January 2015. Since patients undergo-
ing multiple invasive procedures could not be included, as
their observation period could not start within the first
24 hours, and since we did not include patients admitted
on weekends or during holidays, as BIVA measurements
were performed only by three operators in two centres,
we achieved a low recruitment rate. The main characteris-
tics of the study population at admission and during ICU
stay are shown in Table 1. The mean age of the patients
enrolled was 64.8 ± 16.0 years, 65.6 % of the patients were
male. The most frequent criteria for ICU admission were
post-surgical monitoring (31.2 %), trauma (28.8 %), stroke
Table 1 Main characteristics of study population at admission
in intensive care unit
Demographic, anthropometric
data and comorbidities
Entire cohort (n = 125)
Sex (male) 82 (65.6)
Age (years) 64.78 ± 15.96; [68 (21)]
Height (m) 1.71 ± 0.10; [1.72 (0.13)]
CKD 1–4 19 (15.2)
CKD 5 3 (2.4)
Dialysis 3 (2.4)
Diabetes 25 (20)
Arterial hypertension 71 (56.8)
Coronary artery disease 22 (17.6)
COPD 12 (9.6)
Cirrhosis 4 (3.2)
Cancer 20 (16)
Admission diagnosis Entire cohort (n = 125)
Sepsis 33 (26.4)
Post-surgery 39 (31.2)
Trauma 36 (28.8)
Cardiac arrest 9 (7.2)
Heart failure 24 (19.2)
Stroke 35 (28)
Clinical data at ICU admission Entire Cohort (n = 125)
Mechanical ventilation 111 (88.8)
FiO2 0.47 ± 0.14; [0.40 (0.10)]
Arterial pH 7.44 ± 0.11; [7.45 (0.10)]
Serum potassium (mEq/L) 3.86 ± 0.62; [3.87 (0.8)]
Serum bicarbonate (mmol/L) 25.36 ± 5.23; [25.4 (5.3)]
Serum creatinine (mg/dL) 1.38 ± 1.32; [0.93 (0.87)]
Serum urea (mg/dL) 60.53 ± 53.15; [45 (39)]
Systolic BP (mmHg) 129.83 ± 33.56; [124 (54)]
Diastolic BP (mmHg) 59.5 ± 15.8; [58 (21)]
Mean arterial pressure (mmHg) 82.94 ± 19.42; [80 (26.67)]
CVP (mmHg) 10.18 ± 3.52; [10 (10)]
Heart rate 80.88 ± 23.2; [79 (32)]
Haemoglobin (g/dL) 10.67 ± 2.14; [10.6 (3.12)]
White blood cells (103/mL) 13315.67 ± 14513.79; [10930 (5400)]
ICU scoring system Entire Cohort (n = 125)
APACHE II score 19.28 ± 6.88; [17 (10)]
SAPS II score 50.03 ± 16.8; [50 (22)]
SOFA score at ICU admission 9.24 ± 4.2; [8 (5)]
Table 1 Main characteristics of study population at admission
in intensive care unit (Continued)
Clinical data during ICU stay Entire cohort (n = 125)
AKI 38 (30.4)
CRRT 21 (16.8)
Septic shock 20 (16)
Data are expressed as means (SD); [medians (interquartile range)] or number
(percent). CKD chronic kidney disease, COPD chronic obstructive pulmonary
disease, ICU intensive care unit, FiO2 fraction of inspired oxygen, BP blood
pressure, CVP central venous pressure, APACHE II acute physiology and chronic
health evaluation II, SAPS II simplified acute physiology score II, SOFA
sequential organ failure assessment, AKI acute kidney injury, CRRT continuous
renal replacement therapy
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ing to KDIGO criteria [25], and septic shock, as described
by SSC criteria [26], occurred respectively in 30.4 % and
16 % of patients, while CRRT was performed in 16.8 % of
cases (Table 1). The overall survival was 63.2 %. During
ICU stay, 28 patients (22.4 %) died, 13 patients (10.4 %)
died after ICU discharge during hospital stay and 5
patients (4 %) died after hospital discharge.
A total of 515 BIVA measurements were performed.
According to the previously mentioned categories,
64.8 % of patients were hyperhydrated, 33.6 % normohy-
drated and only 1.6 % dehydrated at ICU admission. In
particular, 0.8 % of patients were mildly, 0 % moderately
and 0.8 % severely dehydrated, while 27.2 % were mildly,
20 % were moderately and 17.6 % were severely hyperhy-
drated (Fig. 1). Patients’ hydration status remained above
normal values for all observation periods (Fig. 2). In fact,
while at enrolment there were 42 patients with normal
and 83 with abnormal BIVA values, including 81 hyper-
hydrated and 2 dehydrated individuals, by the end of the
observation period, the number of patients enrolled withFig. 1 Distribution of hydration status, in classes, at admission in
intensive care unit. Classes of hydration status are defined, according
to a numerical scale for BIVA as follow: -3) severe dehydration
(≤69 %), -2) moderate dehydration (>69 %–71 %), -1) mild
dehydration (>71 %–72.7 %), 0) normohydration (>72.7 %–74.3 %), +1)
mild hyperhydration (>74.3 %–81 %), +2) moderate hyperhydration
(>81 %–87 %) +3) severe hyperhydration (>87 %). BIVA bioelectric
impedance vector analysis
Fig. 2 Box-plot of daily BIVA hydration values during the observation
period. The horizontal lines represent the minimum value, first quartile,
median, third quartile and maximum value. The dashed lines
correspond to accepted limits of normohydration. BIVA bioelectric
impedance vector analysis
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whereas of those with abnormal BIVA values at enrol-
ment, 17 had reverted to normal. Concerning fluid
status at the end of the observation period, the mean
CFB recorded was 2.7 ± 4.1 L, while the mean hydration
of lean body mass estimated by BIVA was 80.68 ±
5.82 %. Patients in higher classes of hydration had a
greater FO than patients in lower classes and they were
more likely to have FO of more than 5 %. Indeed, in nor-
mohydrated patients, the median CFB was 1.8 % of body
weight, while in severely hyperhydrated patients it was
6.4 % (Fig. 3).
Outcomes
Taking into account the impact of hyperhydration
estimated by BIVA on the overall survival, defined as
number of days of life from the date of ICU admission
until death or the end of the study, the Kaplan-MeierFig. 3 Box-plot of trend of fluid overload in the different classes of
hydration. Classes of hydration status are defined, according to a
numerical scale for BIVA as follow: 0) normohydration (>72.7 %–74.3 %),
+1) mild hyperhydration (>74.3 %–81 %), +2) moderate hyperhydration
(>81 %–87 %), +3) severe hyperhydration (>87 %). The horizontal lines
represent the minimum value, first quartile, median, third quartile and
maximum value. BIVA bioelectric impedance vector analysissurvival curves show a greater mortality in hyperhy-
drated than in normohydrated patients (Fig. 4).
According to the final BIVA model, shown in Table 2,
we found a significant association between ICU mortal-
ity and severe hyperhydration measured by BIVA (OR
22.91; 95 % CI 2.38–220.07; p < 0.01). The final logistic
model correctly classifies 21 of 24 deaths occurred in
ICU (sensitivity = 87.5 %) and 52 of 74 survivors at ICU
discharge (specificity = 70.3 %), with the optimal thresh-
old of 24 % (i.e. classifying as dead those for whom,
through the logistic model, we estimate a probability of
death greater than or equal to 24 %). The FO model
failed to show any significant association between FO
and ICU mortality. Moreover, the sensitivity and the
specificity of the FO model on estimating probability of
death were less than the previous one: sensitivity 66.7 %
and specificity 66.2 %, taking into account a FO equal to
or greater than 10 %. Furthermore, the BIVA model
showed an Akaike Information Criterion (AIC) lower
than the FO model and the areas under the ROC curves
(AUC) were, respectively, 0.841 and 0.785 for BIVA and
the FO model (Fig. 5).Discussion
The impact of FO on mortality in critically ill patients has
been described in several clinical studies [3, 4, 6–12]. In
all of them, hydration status was evaluated by means of
fluid balance recording or body weight measurement. Our
results are consistent with these findings: providing an
objective measure of FO. Indeed, in contrast to previous
studies that reported controversial evidence about the
effectiveness of bioimpedance in ICU patients [22–24], we
found a significant correlation between hyperhydrationFig. 4 Kaplan-Meier survival curves showing relation between hydration
status and long-term mortality. The vertical lines represent censored
subjects. The follow-up duration is different for each subject
because it is censored at the end of the study. Patients were
defined as hyperhydrated (HH) if they overreached the value of
74.3 % of lean body mass at least once during the observation
period. NH normohydrated, HH hyperhydrated, time (days)
Table 2 BIVA model
Coef OR 95 % CI p value
lower upper
Stroke as ICU admission diagnosis 1.636 5.138 1.293 20.417 0.020*
Hypertension 1.084 2.956 0.894 9.774 0.075
COPD -2.333 0.096 0.012 0.766 0.026*
CRRT in ICU stay 1.257 3.515 0.937 13.185 0.062
SAPS II 0.040 1.041 1.003 1.080 0.032*
Maximum hydration of lean body mass 81–87 % 2.005 7.426 0.746 73.913 0.087
Maximum hydration of lean body mass >87 % 3.131 22.913 2.385 220.077 0.006**
Logistic analysis with mortality in the intensive care unit as response variable and the presence of moderate and severe hyperhydration as predictor variables.
*p ≤ 0.05; **p ≤ 0.01; ***p ≤ 0.001. AIC: 95.372. Coef coefficient, OR odds ratio, CI confidence interval, ICU intensive care unit, COPD chronic obstructive pulmonary
disease, CRRT continuous renal replacement therapy, SAPS II simplified acute physiology score II, AIC Akaike information criterion
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mitted to ICU for all causes, with or without AKI (Fig. 4).
To compare BIVA and CFB recording in the assess-
ment of hydration status and, thus, in predicting mortal-
ity in ICU patients, we performed two multivariate
logistic regression models with ICU mortality as
response variable: in the BIVA model, we evaluated the
association between ICU mortality and the presence of
moderate and severe hyperhydration; in the FO model
the predictor variables tested were FO between 5 % and
9.99 % and FO ≥10 %. Severe hyperhydration measured
by BIVA was the only variable found to be significantly
associated with ICU mortality (OR 22.91; 95 % CI 2.38–
220.07; p < 0.01). Moreover, all indexes (AIC, sensitivity
and specificity) indicate the superiority of the BIVA modelFig. 5 ROC curves for the two models. BIVA bioelectrical impedance
vector analysis, CFB cumulative fluid balance; AUC area under the
ROC curve, ROC receiver operating characteristicwhen compared with the other model (Tables 2, 3).
Physical examination, daily assessment of fluid balance
and/or body weight represents the common clinical prac-
tice regarding decision making on fluid administration
and diuretic therapy in critical care patients. However,
clinical signs may be delayed [28] and the accuracy and
the reliability of fluid balance recording and body weight
measurement in ICU patients has already been questioned
[14, 15]. While the amount of administered fluid is well
known, the output may be difficult to compute accurately;
indeed, even when insensible losses are taken into
account, they depend on several factors (i.e. time, body
temperature, room temperature and humidity) and may
also be difficult to measure.
At present, the gold-standard method to evaluate fluid
assessment is isotope dilution, but it is difficult to
perform in critical care patients because of fluid seques-
tration and abnormal penetration of tracers into cells
[29]. Even though BIVA is commonly used in healthy
subjects [16, 17] and in patients suffering from kidney
disease [18–21], both in haemodialysis and in peritonealTable 3 FO model
Coef OR 95 % CI p value
lower upper
Stroke as ICU admission
diagnosis
1.241 3.459 0.986 12.126 0.052
Hypertension 0.940 2.560 0.839 7.808 0.098
COPD -1.760 0.172 0.019 1.530 0.114
CRRT in ICU stay 1.426 4.162 1.159 14.938 0.028*
SAPS II 0.034 1.035 0.998 1.071 0.060
5 % < FO≤ 9.99 % 0.465 1.592 0.447 5.658 0.472
FO≥ 10 % 1.131 3.099 0.743 12.908 0.120
Logistic analysis with ICU mortality as response variable and FO between 5 %
and 9.99 % and ≥ 10 % as predictor variables. *p ≤ 0.05; **p ≤ 0.01; ***p ≤ 0.001.
AIC: 106.05. Coef coefficient, OR odds ratio, CI confidence interval, ICU
intensive care unit, COPD chronic obstructive pulmonary disease, CRRT
continuous renal replacement therapy, SAPS II simplified acute physiology
score II, FO fluid overload
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[22–24]. Bioelectrical parameters (R, Xc), indexed to
height, are graphically represented in a normogram: RXc
graph simultaneously describes hydration status and soft
tissue mass compared to the standard deviation ellipses.
Taking into account the major axis of the graph, a shorter
resulting vector identifies a higher content of body fluids,
reaching extremes out of the pole [16]. In order to allow a
simpler interpretation, an algorithm was developed to
finally convert these parameters into a synthetic measure
of lean body mass hydration percentage. According to this
numerical scale, patients can be classified as dehydrated,
normohydrated and hyperhydrated [27]. In a recent study,
the relationship between BIVA hydration and changes in
fluid balance was assessed in 61 critically ill patients. Simi-
lar to our study, results showed an increase in BIVA-
measured hydration in patients with calculated fluid accu-
mulations > 1 L. A statistically significant decrease in BIVA
hydration was found in parallel with median fluid loss of
2.4 L. This study supported the correlation of BIVA with
CFB over the time in ICU suggesting the use of BIVA as a
guide for fluid management in critically ill patients [30].
Although BIVA can assess intracellular and extracellu-
lar fluid, it cannot discern between extravascular and
intravascular volume. Despite that in healthy subjects
there is equilibrium among body spaces, in ICU patients
several clinical settings may lead to disorders in body
fluid distribution balance (mechanical ventilation,
malnourishment, sepsis, heart disease, and so on), thus
potentially creating distrust of the use of BIVA in ICU
patients. We must emphasise that bioimpedance does
not predict fluid-responsiveness, but it assesses hydra-
tion status and, according to our results, mortality risk
in patients admitted to ICU. In patients with acute
inflammatory insults, proinflammatory cytokines and
hormones determine arterial vasodilation and transcapil-
lary albumin leak, leading to arterial underfilling, micro-
circulatory dysfunction and secondary interstitial oedema
with systemic hypoperfusion. Later, compensatory neuro-
endocrine reflexes and potential renal dysfunction induce
hydrosaline retention and FO [13]. While an early
adequate fluid repletion is required in these patients to
prevent a multiple organ dysfunction syndrome, authors
have recently underlined the importance of a correct late
fluid management [31, 8]. Nevertheless, despite all
evidence about the correlation between FO and adverse
outcomes, correct fluid management in critically ill pa-
tients is still far off. Indeed, in our cohort, hyperhydration
was highly prevalent, probably due to fluids administered
at hospital admission, and it persisted during the whole
ICU stay in almost all patients.
There are several limitations to our study: 1) we studied
a population including both surgical and medical ICU
patients; the a priori decision was made to recruit aheterogeneous population to test our concept, but its per-
formance will have to be validated externally and in niche
populations; 2) our electronic data capture system does
not include an automatic estimation of insensible losses;
3) we did not distinguish the types of administered fluids;
and 4) our study only considered the hydration percentage
of lean body mass; nevertheless, it has been well described
that in critical illness proteolysis autophagy results in rapid
loss of muscle mass that may affect the estimation of other
parameters of body composition.
Regarding the high prevalence of hyperhydration in
our cohort of patients, but also its correlation with
mortality risk and the high feasibility of BIVA, we believe
that the routine use of BIVA may help physicians to
individuate patients’ ideal body weights and may drive
fluid administration and/or diuretic therapy.
Conclusions
Our findings confirm and expand literature data about
the correlation between hyperhydration and ICU mortal-
ity. Despite the importance of this problem, there are
currently few non-invasive methods to assess hydration
status in critically ill patients. The hydration scale of lean
body mass, obtained by means of BIVA, seems to predict
mortality risk in ICU patients better than the conventional
method of fluid balance recording. Moreover, impedance
analysis has been shown to be safe, easy to use and
adequate for bedside evaluation. Randomized clinical trials
with an adequate sample size are needed to validate the
diagnostic properties of BIVA in the goal-directed fluid
management of critically ill patients in ICU.
Key messages
 In our cohort, hyperhydration was highly prevalent
and it persisted during the entire ICU stay in almost
all patients.
 A significant correlation was found between
hyperhydration measured by BIVA and long-term
mortality in patients admitted to ICU for all causes,
with or without AKI.
 Severe hyperhydration measured by BIVA was the
only variable found to be significantly associated with
ICU mortality, when compared to CFB recording.
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